BACKGROUND: The context for the study was a nation-wide programme in Australia to implement evidence-based practice in residential aged care, in nine areas of practice, using a wide range of implementation strategies and involving 108 facilities. The study drew on the experiences of those involved in the programme to answer the question: what mechanisms influence the implementation of evidence-based practice in residential aged care and how do those mechanisms interact?
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Mechanisms which help explain implementation of evidence-based practice in residential aged care facilities: A grounded theory study.
Abstract Background
The context for the study was a nation-wide program in Australia to implement evidence-based practice in residential aged care, in nine areas of practice, using a wide range of implementation strategies and involving 108 facilities. The study drew on the experiences of those involved in the program to answer the question: what mechanisms influence the implementation of evidence-based practice in residential aged care and how do those mechanisms interact?
Methods
The methodology used grounded theory from a critical realist perspective, informed by a conceptual framework that differentiates between the context, process and content of change. People were purposively sampled and invited to participate in semi-structured interviews, resulting in 44 interviews involving 51 people during 2009 and 2010.
Participants had direct experience of implementation in 87 facilities, across nine areas of practice, in diverse locations. Sampling continued until data saturation was reached. The quality of the research was assessed using four criteria for judging trustworthiness: credibility, transferability, dependability and confirmability.
What is already known about the topic?
 How to implement 'evidence' in residential aged care is a relatively under-research area of knowledge translation.
 There is no prescription for implementing evidence-based practice. No strategies to change practices work all the time.
 Previous research has tended to focus on how to change the practices of individuals rather than answer the question of how context influences implementation strategies.
What this paper adds
 The findings include a core category (mechanism) and three other mechanisms. The four mechanisms, and the relationships between the mechanisms, provide a means of understanding and explaining how implementation took place (or didn't).
 The findings represent a novel way of understanding implementation within residential aged care. Some elements of the findings are consistent with the results obtained by other researchers.
 Each of the four mechanisms is necessary for practice change to occur but none by itself is sufficient for change to occur.
Background
This study aims to make a contribution to knowledge about how to implement evidence in residential aged care facilities (nursing homes), an area that is relatively underresearched. Although the concept of evidence-based practice is well established in health care, what is not so well established is 'how to do it' -how to turn the concept into a reality by using the best available evidence to inform current practice. The evidence from the literature indicates that nothing works all the time. According to an oft-quoted phrase there are 'no magic bullets' that can be used in all circumstances (Oxman et al., 1995) . shown to work best -is surprisingly difficult to achieve. Previous research has tended to focus on how to change the practices of individuals rather than answer the question of how context influences implementation strategies.
Studies undertaken in Australia focusing on evidence-based practice in residential aged care have been limited, generally conducted over short time frames, in small numbers of facilities, in one area of practice. Factors identified in these studies that might influence the uptake of evidence include local leadership (Austin Health, 2006 , Fallon et al., 2006 , Lyon, 2007 , management support (Grieve, 2006, Moore and Haralambous, 2007) , organisational structures and systems (Cheek et al., 2004) , skills and knowledge of carers (McConigley et al., 2008) and resources (Lindeman et al., 2003 , Lyon, 2007 , McConigley et al., 2008 . Drawing on a broader literature, a review conducted prior to the commencement of this study identified eight factors that may influence implementation, including context, the nature of the change in practice, the process of implementation and the systems and resources to support implementation (Masso and McCarthy, 2009 ). However, the factors overlap, little is known about the relationships between factors and much of the research was undertaken in health care rather than residential aged care.
Research on implementing evidence-based practice in residential aged care has been reported from other countries, including the USA (Capezuti et al., 2007 , Jones et al., 2004 , Resnick et al., 2004 , Canada (Timmerman et al., 2007) and the UK (Hockley et al., 2010 , O'Halloran et al., 2007 . Large-scale research programs are currently underway in Canada (Estabrooks et al., 2009) and Europe (Seers et al., 2012) . Each project consisted of a lead organisation working with a group of facilities, at a total of 108 locations across Australia. The most frequent strategies to implement evidence were payments to participating facilities, education and the use of local facilitators (variously described as champions, link nurses and resource nurses).
All projects adopted a multi-faceted approach to change, with some adopting a 'top down' approach by indicating what should be done, while others used more of a 'bottom up' approach, where staff decided what they would implement and how they implemented it. Residents had little influence on the design and implementation of each project. The best evidence that resident outcomes improved came from projects that focused on behaviour management and prevention (Masso et al., 2011) .
The Centre for Health Service Development at the University of Wollongong was funded to conduct an evaluation of the EBPRAC program (Masso et al., 2011) . The impetus for undertaking the study reported here arose from the personal interests of the principal researcher and his involvement in the evaluation of the program, and formed the basis of a doctoral thesis. The study and the evaluation proceeded in parallel, with each informing the other.
Conceptual frameworks have been developed to incorporate factors influencing implementation but frameworks specific to residential aged care are limited. For example, a 'contingency model of innovation adoption' developed in Canada (Berta et al., 2005 ) and a framework from hospitals in the USA adapted for a falls management program in nursing homes (Capezuti et al., 2007) . There are some indications that the Promoting Action on Research Implementation in Health Services (PARIHS) framework could be a useful framework in residential aged care (Perry et al., 2011) . Damschroder et al. (2009) reviewed existing theories and frameworks to develop an 'overarching typology' to guide theory development, incorporating five main constructs: outer setting, inner setting, characteristics of the intervention, characteristics of the people involved and the process of change. A review of the empirical literature derived similar constructs (Durlak and DuPre, 2008) . There are many theories that are potentially useful in understanding the implementation of evidence-based practice.
Theories should have the ability to explain individual or group behaviour in terms of factors that are modifiable (Eccles et al., 2005) . However, there is a general lack of empirical evidence to support many of the theories and developing theory inductively from practice is scarce (Rycroft-Malone, 2007) . The available evidence does not lend itself to identifying the relative merits of particular theories (Grol et al., 2007) . It was this perspective which largely drove the decision to take an inductive approach to the research, focusing on the perspectives of key players in a major process of change, rather than testing an existing theory. 
Methods
The methods used grounded theory, informed by a well-recognised conceptual framework which recognises the importance and interplay between the context, content and process of change (Pettigrew, 1985 , Pettigrew et al., 2001 . Theoretical sensitivity was enhanced by the previous experience of the principal researcher as a nurse and manager, together with involvement in the evaluation of the EBPRAC program, which resulted in access to documentation produced by each project and engagement with program stakeholders.
Despite the many variants of grounded theory there are some common elements, which were used in this study: simultaneous data collection and data analysis, constant comparison of data, memo writing, theoretical sampling and continuation of data collection until data saturation was reached. The aim was to identify a process that accounted for most of the data (Charmaz, 2003 , Flick, 2009 , Schwandt, 2007 .
Combination or mixed purposive sampling was undertaken to identify potential participants likely to be 'information-rich' across a diverse range of content (using evidence in different areas of practice), contexts (different facilities and projects) and processes (different implementation strategies), including those with knowledge of extreme or deviant cases (facilities); good or poor performers (intensity sampling); and typical cases (Patton, 2002) . Sampling involved communication (usually by phone, sometimes by email) with the lead organisation for each project to identify potential participants who were then approached by email. Two people declined to be interviewed. Fifty-one people participated in 44 interviews, including 35 facility-based staff and 16 people working as members of lead organisations. Of the facility-based staff, 16 were primarily working in a facilitator role and 19 were primarily working in a managerial role. All except two of the facility staff were registered nurses. The number of participants from each project ranged from two to six.
On average, facility staff had about 12.5 years of experience in residential aged care (median 9 years, range 2 to 35 years) and almost eight years in their current position (median 5 years, range 1 to 35 years). Participants from lead organisations included people contracted to work specifically on the EBPRAC project and senior academics with research interests in aged care. Thirteen had nursing backgrounds and eight had a background in either synthesising the evidence being implemented or using evidence in aged care more broadly. All had experience that included working in residential aged care and/or the area of clinical practice that was the focus of implementation.
Interviews took place between September and December 2009 and between April and November 2010. Except for three interviews conducted by phone for logistical reasons, all interviews were conducted in person at locations determined by participants, primarily at their place of work.
Interviews were semi-structured, starting by asking participants to talk about their role in the project and concluding by asking whether there was anything they would like to add to help the researcher understand how to implement change within residential aged care. The remainder of the interview consisted of some general questions (Table 1) Several strategies were used to reduce reactivity and enhance a more equal powersharing arrangement between interviewer and participants. For example, scheduling interviews at a time and place of the participant's choosing; wording and ordering questions in accordance with replies previously given by respondents.
Forty-three interviews were recorded and transcribed, with notes taken of the remaining interview. Transcribing was done by a professional transcriptionist, using denaturalised transcription (Oliver et al., 2005) . Each transcription was compared with the recording to ensure accuracy and generate initial thoughts regarding coding. Each transcript was assigned a code, which identified the role of participants (F for facilitator, L for lead organisation, M for facility manager). Each transcript was imported into NVivo (Version 8) to facilitate data analysis.
The coding structure for data analysis reflected the three levels typically found in grounded theory, influenced by a generic approach developed by Saldana (2009) that includes a combination of coding methods (Table 2) . Used for coding all data in an initial overview.
Descriptive coding Summarises in a word or short phrase the basic topic of a passage of text.
Used to code for an inventory of contents.
Process coding Uses gerunds ("ing" words) to connote action in the data.
Used to code data related to processes.
In Vivo coding Uses a word or short phrase from the actual language in the qualitative data.
Used to attune the researcher to participant language and perspectives.
Intermediate coding
Axial coding Use of the content of change, context of change and process of change conceptual framework to organise initial codes.
After transcription and coding of the first 16 interviews the initial codes were organised into a tree structure within NVivo.
Advanced coding

Theoretical coding
Functions like an umbrella that covers and accounts of codes and categories formulated at earlier stages of coding.
Used to identify mechanisms, including the core or central category.
Memos were written during data analysis to capture thoughts, insights and ideas about the data and the process of analysis.
By the time 39 interviews had been conducted new codes were not being generated and the concepts appeared well developed, indicating that data saturation was close to being achieved. Five further interviews were conducted to confirm this assessment.
Participants continued to describe new events and their experiences of those events right up until the last interview, indicative of descriptive diversity. However, analysis of the transcripts of the five interviews did not add materially to the conceptualisation of the data, indicative of data saturation.
The method for ensuring the quality of the study is attributable to Lincoln and Guba (1985) , who suggested trustworthiness as the main criterion of quality and four criteria for judging trustworthiness: credibility, transferability, dependability and confirmability. Strategies for ensuring study quality included use of the literature to enhance sensitivity to the data, constant comparison of data, recruitment of participants with in-depth knowledge of implementation, careful recording and transcription of interviews, prompts for clarification during interviews, data collection across a wide range of settings relevant to the research question and a consistent approach to interviewing.
The research was considered to be low-risk and approved by the University of Wollongong/South Eastern Sydney & Illawarra Area Health Service Human Research Ethics Committee. Oral consent to be interviewed was obtained from each participant.
Results
Core category / main mechanism
The core category that linked all other categories and provided the greatest understanding of the data is On Common Ground. A series of factors were identified by participants as important for achieving a common ground for change: conversation, language, how care was framed, how change was framed and whether colleagues were alike or not alike in some way. Participants spoke about the importance of being On
Common Ground in various ways -'being on the same page', 'being on board', 'being on side', 'talking the same language' -all implying being somewhere in company with (34L)
Conversations and a common language
Conversations were linked to On Common Ground in two ways: as a means of attaining common ground and as a form of communication between people sharing common ground. The conversations identified by participants as important were characterised by interaction and a focus on some element of practice such as the care of a particular resident, how to conduct a particular task, the integration of something new into daily practice, some improvement that may have taken place or discussion about how something might work. Conversations could be quite informal and unplanned, but also occurred in more formal, planned situations; for example, as part of the handover between shifts or during small group education sessions. An important feature of conversing about practice was being ready to have conversations at a time when people were ready to talk, rather than necessarily when it was convenient to talk: 
Personal carers were seen as providing non-clinical care, with clinical care the preserve of nursing staff.
The framing of care influenced priority-setting, with some aspects of care considered more important than others. Participants indicated that if there was a poor 'fit' between a new practice and how care was framed, or if a particular practice was considered to be of lesser importance, it was difficult to achieve implementation.
The framing of change
Participants did not raise, unprompted, the influence of research-based evidence on implementation. Nobody said that research evidence was not important; it simply did not feature strongly in what participants had to say about their experience of the change process. Facility staff mentioned particular evidence and sources of evidence they were familiar with, but this was usually based on their personal interest in an area of practice rather than a systematic approach to using evidence.
Participants expressed the view that more important than the evidence per se were answers to questions such as 'Does the change make sense?' and 'Will the change work?': Participants themselves used the term 'making sense', but also used terms such as 'working things out', 'putting the pieces together' or 'making the connections'. When the term 'evidence' was used by facility staff it was more likely to be framed in terms of locally generated evidence or evidence that could be linked in some way to the needs of residents, rather than evidence from research:
All they can see is how it's going to work for them in a practical sense, not the philosophical stuff. (31F)
Seeing the benefits of change and understanding how actions can have certain consequences influenced understanding of whether a change made sense and whether it would work.
Homophily
Homophily is the tendency of individuals to associate and form links with similar people; or, in more colloquial terms, 'birds of a feather flock together' (Lazarsfeld and Merton, 1954) . Examples of lack of homophily were evident in the inability of some staff to engage with those who were different to them in some way. The main issue regarding homophily concerned occupational groups, with staff valuing input from someone they saw as their peer:
The staff took it on board and embraced it. It was coming from me and I was one of
Similarities between staff such as gender and background assisted the attainment of common ground. Likewise, when staff were different in some way, such as by age or by occupation, it could be more difficult to be On Common Ground.
Other mechanisms
Three other mechanisms were identified from data analysis: Many of the changes to resident care were subtle and small in scale:
A lot of it is very subtle, subtle changes ... there were lots of little things … it's sort of those little things that can make a difference. (36L)
A drink of water stops lots of things. It stops urinary tract infections, skin tears, constipation and falls and things, low blood pressure has stopped -it is such an important thing to do. (40F)
The changes largely occurred during one-to-one interactions between staff and residents across all shifts, and were not easily directed or controlled. Examples included use of food supplements, non-pharmacological interventions for pain management and use of high-fluoride toothpaste for brushing teeth. Changes were also made to the structure of care, including new tools for assessing residents, use of behaviour charts and use of end-of-life care pathways. The changes to resident care were not conducive to measurement; hence participants could not quantify the extent to which changes had been implemented.
The issues of concern regarding implementation were not so much due to the change itself (because most changes were relatively simple) but the context within which change was taking place:
It is hard to keep things going, other things happen. Life gets busy. We went to electronic nursing care plans and progress notes and that took a lot of our time.
Things keep happening all the time so you can't spread everywhere. (6F)
Change comes from two sources. One is the residents themselves because every time a new resident comes in the routine has to be changed … there's also the changes brought by new members into the work team so there's that group dynamics, the testing of the group that's going on out there until that member's accepted so those changes are out there for them all the time. Then there's the changes enforced on us from above. (42M)
Considered in isolation, some new practices did not appear particularly time-consuming but the 'fitting in' to existing routines could be time-consuming.
Participants spoke about priorities based on rank (some things should be done first), importance (some things were more important) and time (some things were too timeconsuming). Competing priorities were diverse:  The need to follow a routine while at the same time being flexible in responding to resident needs.
 Priority for prevention versus priority for management (e.g. wounds).
 Local priorities versus corporate priorities, particularly regarding documentation, where the emphasis was on standardisation across facilities owned by the one organisation.
As one participant described it:
I can see the person-centeredness and talking about the person being the centre of it and then other times I see that it's much more the task that they've got to accomplish for the day. (13F).
Reconciling Competing Priorities took place in various ways, more than one of which could occur at the same time:
 Changing the way care was framed, which occurred primarily with attempts to improve behaviour management.
 Having conversations during the course of daily work to talk about competing priorities and how to reconcile them.
 Trying out a proposed new practice to see how it might work, including how it might fit in with existing practices.
 Making a decision to incorporate whatever was new at a particular milestone, at regular intervals or for all residents at set times.
Changes that could be incorporated into existing systems and structures became routine more quickly than those that could not.
Learning by Connecting
Participants described learning as a process of making connections, rather than the transmission of information from one person to another:
 Connecting new knowledge with existing knowledge.
 Connecting new knowledge with existing practice.
 Thinking 'outside the square' to connect with additional knowledge.
 Making a connection between actions and outcomes.
The process of connecting was described in various ways, such as having a pathway from theory to practice, 'relating' to something or someone (e.g. a particular resident), 'grasping' a link between action and outcome, 'worked it out in their heads', placing pieces of knowledge in a 'big picture' jigsaw puzzle, 'the connection of knowing', 'tying into', 'seeing the correlation between', 'linking actions to benefits', 'make those connections', 'putting the pieces together' and 'filling the gap'. This mechanism is conceptualised as Learning by Connecting.
Learning by Connecting could be separated in space and time: some connections were not always immediately obvious, while others could be made with a past event. It was a participatory process that occurred in the workplace:  Seeing the benefits in a tangible way, usually in the form of benefits to residents.
 Trying something out to see if it works.
 Using some form of auditing or data collection and then considering the implications of the results.
According to participants, the most influential was seeing the benefits for residents: Trying something out was indicative of the iterative nature of implementation: people learnt and were therefore willing to try things out, or were willing to try something and then learnt from what they had tried. Trying out was a practical means of connecting new knowledge with existing practice and knowledge.
Exercising Agency
The mechanism Exercising Agency encompassed willingness to act, beliefs, capability to act and decisions to act. In this context, the word 'act' refers not only to the provision of direct care, but also to other examples such as sharing knowledge, initiating conversations about resident care or reviewing resident care.
Willingness to act
Participants described the willingness of people to act using terms such as 'willingness', 'motivation', 'commitment', 'enthusiasm', 'eagerness', 'being keen', 'being receptive' and 'passionate'. This willingness was largely inherent in the attitudes of staff, with the two main influencing factors identified by participants being an interest in a particular area of practice or a passion for the care of older people. Participants perceived that staff were willing to act for a variety of other reasons -because they believed in the benefits of a change (beliefs about consequences), because they had increased confidence in their own capabilities, they were influenced to act by their peers or the change 'made sense' to them. Participants did not describe many instances of overt resistance, but when resistance did occur it was primarily due to unwillingness to act, rather than inability to act.
Beliefs about consequences and capabilities
Beliefs about consequences generally involved consequences -usually benefits -for residents and, less frequently, consequences for staff or systems of work. When participants referred to beliefs about consequences it was generally framed in terms of the positive influence of positive benefits:
I think the key thing was they started seeing results. They started seeing changes.
(2F)
Within a week or two they could see positive impact, so that then reinforced [that] what they were doing was right. (5L)
The importance of beliefs about consequences is illustrated by comments such as 'it was like the light went on' (23L) and 'that's the clincher' (29L).
Beliefs about capabilities also exerted a positive influence, with the most frequent terms used by participants being increased confidence and empowerment:
I think it's empowering the next level of staff, and I think that's bringing about the change ... confidence has come out of the EBPRAC. And my confidence too, so go for it.
(30M)
Much of the data regarding beliefs about capabilities is indicative of self-efficacy:
'efficacy beliefs are the foundation of human agency' (Bandura, 2001 , p 10).
Capability to act
Capability to act was a feature of Exercising Agency, both individually and collectively.
Participants identified some of the knowledge and skills required for Exercising Agency:
skills in both English and the language of practice, the ability to use certain tools and the ability to interact with colleagues. The participatory nature of learning, daily work and the exercise of agency relied on good oral communication skills.
Facility-based participants spoke about the value of working with people from lead organisations who made them feel that they were not working in isolation:
We aren't doing it in isolation, which we were before. (30M)
So you're not standing alone … It's everybody getting the same information. I think that's been about the best process. (37F)
Collective agency was usually expressed by talking about teamwork, with participants referring to using the skills of more than one person, cooperating together and involving people able to influence others:
It is definitely about getting enough people of influence in a team. (48M)
Organisational capability
The main issues regarding organisational capability were documentation systems, accreditation and the availability of resources. The capacity to change was quite limited, with participants referring to the need to implement change in small, incremental steps.
There were considerable variations in organisational type, including variations in size, business model, ownership and corporate structure. There were no discernible patterns in terms of how these variables influenced organisational capability.
Distributed leadership
Leadership came from many sources, including facility managers, facilitators, quality managers, registered nurses, enrolled nurses, personal carers and allied health staff, some in formal positions, others with no formal role. Managers played a key role in providing support for implementation:
If they don't have supportive management at any level, it's a dead duck in the water.
According to participants, what was important was that there was more than one leader, with the ability to influence events dispersed throughout a facility. Although participants did not use the term 'distributed leadership', the concept was apparent in the way they recounted the events and experiences of implementation, particularly that leadership is a social process involving more than one person (Bolden, 2011) .
Deciding to act
Implementation relied on frequent, small-scale decisions, supported by interaction between staff -conversing, reviewing, reflecting, trying out -indicating that there needed to be a degree of common ground between those involved in decision-making.
Participants described a situation where it was not usually possible to separate decisions about new practices from decisions about the overall care of residents. The people regarded as having the best decision-making skills were registered nurses but many participants indicated that there were insufficient numbers of them, with insufficient time, to apply those skills.
Discussion
The results include a core category, On Common Ground, which links with three other mechanisms and provides the greatest understanding of the data. The results indicate that implementation did not result from a simple set of causal links;
the relationships between the mechanisms were more subtle than that, best described as 'patterns of association' (Pettigrew et al., 1992) . Table 3 
Interpretation and context of the results
The four mechanisms identified in this study are novel, but each contains elements that are consistent with the findings from other research, although little of this research has taken place in residential aged care.
Other researchers have arrived at a conceptualisation of common ground, and identified its importance in other settings (Kuziemsky and Varpio, 2010, Reay et al., 2008) . Facilities exhibited features of complex adaptive systems, particularly that each facility had features that were unique to it, social relationships were crucial, new practices had to fit local conditions and implementation was very much a case of 'learn and adapt as you go' (Plsek, 2003) , consistent with studies of nursing homes as complex adaptive systems (Anderson et al., 2003 , Forbes-Thompson et al., 2007 . The importance of social interaction is reflected in a recent review of the literature which suggests that relationships between managers and staff, participation in decision-making and relationships between staff can influence nursing home outcomes (Toles and Anderson, 2011) .
The way participants spoke about competing priorities is consistent with a review of the literature on priority setting (Hendry and Walker, 2004) . Trying out a new practice to find out if it 'works' has similarities to what has been referred to as the trialability of an innovation (Rogers, 2003) . There are similarities between Learning by Connecting and the concept of communities of practice (Lave and Wenger, 1991, Wenger, 1998) . Seeing the benefits and understanding how actions can have certain consequences are similar to what has been described as 'observability' (Berta et al., 2010 , Rogers, 2003 .
Conversing about practice, an important element of On Common Ground, reflects other findings about the importance of conversations (Jordan et al., 2009 , McWilliam et al., 2008 . Each mechanism has similarities with at least one of the 12 domains that explain behaviour change (Michie et al., 2005) , with the greatest similarity occurring for the mechanism Exercising Agency. Kitson (2009) draws on the results of some process studies of implementation to make observations that are akin to the findings, despite using different terminology to that used here. The process approach of the findings is also reflected in Normalization Process Theory which identifies the importance of 'dynamic collective work', 'social shaping of practices' and 'ensembles of action that carry forward in time and space' (May and Finch, 2009, p 540) . It is interesting to compare the findings with those arising from health care research in the UK where it was concluded that the implementation of practices supported by evidence relies on social processes such professional networks, discussion, debate and joint decision-making (Ferlie, 2005) .
Study strengths
This study was embedded within the largest program undertaken in Australia to implement evidence in residential aged care, providing a unique opportunity for research involving participants with experience of implementation in a large and diverse range of facilities. Participants had a long period of involvement in implementation, in a diverse range of practice areas. Facility-based participants had extensive experience in residential aged care. All participants were well-placed to provide meaningful insights into the process of change and the context within which implementation was taking place, from three different perspectives: those of managers, facilitators and members of the lead organisations.
Study limitations
A limitation of the study is that the findings are based on the perceptions of the research participants, not the majority of facility staff. This situation is the inevitable consequence of the methods employed, which focused data collection on key individuals, rather than the broad body of people involved in implementation.
The study relied on one data source. As far as possible this was mitigated by a rigorous approach to data collection and analysis, with the use of multiple techniques to establish the trustworthiness of the study findings. This approach may have resulted in a greater focus on the perspectives of individuals rather than the organisational dimension of change, although this is difficult to judge. Organisational issues are present in the findings with concepts such as distributed leadership, collective agency and organisational capability which form part of the mechanism Exercising Agency and can be found to a lesser extent in the other mechanisms.
Implications
The four mechanisms, and the relationships between the mechanisms, provide a means of understanding and explaining how implementation took place (or didn't), fitting the definition of theory: a set of logical constructs that jointly offer answers to the questions 'why' and 'how' (Sales et al., 2006) . Taken together, these findings represent the major contribution of this study to existing knowledge.
The findings represent a novel way of understanding implementation that fits within a broad and expanding stream of research that focuses on process, recognises the messy and unpredictable nature of implementation and highlights the importance of interaction between those involved in practice change.
The mechanism On Common Ground brings together a number of constructs in a way that is unique, particularly the inclusion of the framing of care and the framing of change. Some conceptualisations of common ground exist already, but with a focus on language and communication.
The importance of relationships between people involved in change is well recognised, often referred to in terms of staff 'engaging' in implementation; see for example, To be useful to those seeking to implement change, a framework or theory should include a small number of constructs that are amenable to manipulation (Helfrich et al., 2007) . The four mechanisms meet this requirement, with each providing clues as to how to intervene to influence implementation e.g. promoting conversations about practice, providing some direction about how to reconcile priorities, facilitating education that is likely to lead to Learning by Connecting and developing a system of distributed leadership by identifying and supporting formal and informal leaders.
It is reasonable to conclude that advocating for practice change within residential aged care on the basis that a proposed change is 'evidence-based' will not, in and of itself, be sufficient for change to occur. Evidence can inform practice change, but only as one of a broader mix of factors, including whether a change 'makes sense' and whether it is believed to result in benefits for residents or staff.
Each of the four mechanisms is necessary for practice change to occur, with relationships between the mechanisms indicating their inter-dependency; however, none by itself is sufficient for change to occur. Rather, the results show that it is necessary to have common ground (as defined in this study), a process of learning grounded in existing practice and knowledge, a way of reconciling what are often competing priorities in daily work, staff who are willing and able to change and leadership that is distributed rather than concentrated in one person.
